Michigan Department of Health and Human Services
Clinical Laboratory Fee Schedule

January - 2016

Code Short Description Modifier Age Range Rate Effective Date**
78267 |Breath Tst Attain/Anal C-14 $9.22
78268 |Breath Test Analysis C-14 $78.99
80047 |Metabolic Panel lonized Ca $9.31
80048 |Metabolic Panel Total Ca $9.31
80051 |Electrolyte Panel $4.54
80053 |Comprehen Metabolic Panel $11.43
80055 |Obstetric Panel $38.39
80061 |Lipid Panel $12.53
80069 |Renal Function Panel $9.54
80074 |Acute Hepatitis Panel $51.00
80076 |Hepatic Function Panel $5.03
80081 |Obstetric Panel $80.74
80150 |Assay Of Amikacin $10.24
80155 |Drug Assay Caffeine $10.71
80156 |Assay Carbamazepine Total $10.24
80157 |Assay Carbamazepine Free $12.13
80158 |Drug Assay Cyclosporine $10.24
80159 |Drug Assay Clozapine $18.67
80162 |Assay Of Digoxin Total $10.24
80163 |Assay Of Digoxin Free $14.96
80164 |Assay Dipropylacetic Acd Tot $10.24
80165 |Dipropylacetic Acid Free $15.27
80168 |Assay Of Ethosuximide $10.24
80169 |Drug Assay Everolimus $15.51
80170 |Assay Of Gentamicin $10.24
80171 |Drug Screen Quant Gabapentin $14.98
80173 |Assay Of Haloperidol $17.78
80175 |Drug Screen Quan Lamotrigine $14.98
80176 |Assay Of Lidocaine $10.24
80177 |Drug Scrn Quan Levetiracetam $14.98
80178 |Assay Of Lithium $6.74
80180 |Drug Scrn Quan Mycophenolate $13.15
80183 |Drug Scrn Quant Oxcarbazepin $14.98
80184 |Assay Of Phenobarbital $10.24
80185 |Assay Of Phenytoin Total $10.24
80186 |Assay Of Phenytoin Free $10.24
80188 |Assay Of Primidone $10.24
80190 |Assay Of Procainamide $10.24
80192 |Assay Of Procainamide $10.24
80194 |Assay Of Quinidine $10.24
80195 |Assay Of Sirolimus $10.24
80197 |Assay Of Tacrolimus $10.24
80198 |Assay Of Theophylline $10.24
80199 |Drug Screen Quant Tiagabine $13.16
80200 |Assay Of Tobramycin $10.24

**Effective Date will only be populated when the rate begins after the published fee schedule date

CPT codes, descriptions and two-digit modifiers only are Copyright American Medical Association. All Rights Reserved.

The information on this page serves as a reference only. It does not guarantee that services are covered. Providers are instructed

to refer to the Michigan Medicaid Provider Manual, MSA Bulletins and other relevant policy for specific coverage and

reimbursement policies. This information can be found on the Medicaid Policy & Forms web page. Ifthere are discrepancies
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80201 |Assay Of Topiramate $10.24
80202 |Assay Of Vancomycin $10.24
80203 |Drug Screen Quant Zonisamide $14.98
80299 |Quantitative Assay Drug $10.24
80500 [Lab Pathology Consultation $12.28
80502 |Lab Pathology Consultation $40.02
81000 |Urinalysis Nonauto W/Scope $2.64
81001 [|Urinalysis Auto W/Scope $2.64
81002 |Urinalysis Nonauto W/O Scope $1.10
81003 |Urinalysis Auto W/O Scope $1.10
81005 [|Urinalysis $1.37
81015 |Microscopic Exam Of Urine $1.54
81025 Urine Pregnancy Test $4.74
81099 |Urinalysis Test Procedure M
81161 |Dmd Dup/Delet Analysis M
81170 |Abll Gene $272.83
81200 |Aspa Gene $164.75
81201 |Apc Gene Full Sequence M
81202 |Apc Gene Known Fam Variants M
81203 |Apc Gene Dup/Delet Variants M
81205 |Bckdhb Gene $146.33
81206 |Bcr/Abll Gene Major Bp $185.22
81207 |Bcr/Abll Gene Minor Bp $163.60
81208 |Bcr/Abll Gene Other Bp $181.69
81209 |Blm Gene $70.13
81210 |Braf Gene $148.42
81211 |Brcal&2 Seq & Com Dup/Del $1,807.94
81212 |Brcal&2 185&5385&6174 Var $146.31
81214 |Brcal Full Seq & Com Dup/Del $1,190.78
81215 |Brcal Gene Known Fam Variant $77.20
81216 |Brca2 Gene Full Sequence $77.78
81217 |Brca2 Gene Known Fam Variant $77.20
81218 |Cebpa Gene Full Sequence $272.83
81219 [|Calr Gene Com Variants $137.18
81220 |Cftr Gene Com Variants $878.71
81221 |Cftr Gene Known Fam Variants M
81222 |Cftr Gene Dup/Delet Variants M
81223 |Cftr Gene Full Sequence M
81224 |Cftr Gene Intron Poly T $61.29
81225 |Cyp2cl9 Gene Com Variants $241.61
81226 |Cyp2d6 Gene Com Variants $373.92
81228 |Cytogen Micrarray Copy Nmbr $204.77
81229 |Cytogen M Array Copy No&Snp $204.77
81235 |Egfr Gene Com Variants $273.25
81240 |F2 Gene $55.58

**Effective Date will only be populated when the rate begins after the published fee schedule date

CPT codes, descriptions and two-digit modifiers only are Copyright American Medical Association. All Rights Reserved.
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81241 |F5 Gene $69.03
81242 |Fancc Gene $109.49
81243 |Fmrl Gene Detection $59.02
81244 |Fmrl Gene Characterization $90.36
81245 |FIt3 Gene $137.38
81250 |G6pc Gene $109.49
81251 |Gba Gene $220.01
81255 |Hexa Gene $293.69
81256 |Hfe Gene $73.83
81257 |Hbal/Hba2 Gene $158.65
81261 |lgh Gene Rearrange Amp Meth $223.65
81262 |lgh Gene Rearrang Dir Probe $49.31
81263 |lgh Vari Regional Mutation $332.68
81264 |lgk Rearrangeabn Clonal Pop $168.68
81265 |Str Markers Specimen Anal $242.92
81266 |Str Markers Spec Anal Addl M
81267 |Chimerism Anal No Cell Selec $234.35
81268 |Chimerism Anal W/Cell Select $294.59
81270 [|Jak2 Gene $103.55
81272 |Kit Gene Targeted Seq Analys $272.83
81273 |Kit Gene Analys D816 Variant $103.39
81275 |Kras Gene Variants Exon 2 $163.51
81276 |Kras Gene Addl Variants $163.27
81280 [Long Qt Synd Gene Full Seq M
81281 Long Qt Synd Known Fam Var M
81282 |Long Qt Syn Gene Dup/Dlt Var M
81290 [Mcolnl Gene $88.55
81292 [MIh1 Gene Full Seq $535.09
81293 |MIh1l Gene Known Variants $214.50
81294 |MIh1 Gene Dup/Delete Variant $157.88
81295 |Msh2 Gene Full Seq $125.62
81296 |Msh2 Gene Known Variants $107.25
81297 |Msh2 Gene Dup/Delete Variant $125.62
81298 |Msh6 Gene Full Seq $238.32
81299 [Msh6 Gene Known Variants $133.51
81300 [Msh6 Gene Dup/Delete Variant $133.87
81301 [|Microsatellite Instability $327.09
81310 [Npml Gene $204.63
81311 [Nras Gene Variants Exon 2&3 $244.91
81314 |Pdgfra Gene $272.83
81315 |Pml/Raralpha Com Breakpoints $234.18
81316 |Pml/Raralpha 1 Breakpoint $357.19
81317 |Pms2 Gene Full Seq Analysis $646.91
81318 |Pms2 Known Familial Variants $152.86
81319 |Pms2 Gene Dup/Delet Variants $183.53

**Effective Date will only be populated when the rate begins after the published fee schedule date
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81321 |Pten Gene Full Sequence $497.38
81322 |Pten Gene Known Fam Variant $48.36
81323 |Pten Gene Dup/Delet Variant $72.53
81330 |Smpdl Gene Common Variants $146.33
81331 |Snrpn/Ube3a Gene M
81332 |Serpinal Gene $49.31
81340 |Trb@ Gene Rearrange Amplify $236.00
81341 |Trb@ Gene Rearrange Dirprobe $56.01
81342 |Trg Gene Rearrangement Anal $227.62
81370 [|Hlal & Ii Typing Lr $454.24
81371 |Hlal'&' li Type Verify Lr $271.88
81372 |Hla |l Typing Complete Lr $249.53
81373 |Hlal Typing 1 Locus Lr $125.80
81374 |Hla |l Typing 1 Antigen Lr $82.18
81375 |Hlali Typing Ag Equiv Lr $249.35
81376 |Hlali Typing 1 Locus Lr $138.06
81377 |Hlali Type 1 Ag Equiv Lr $103.71
81378 |Hlal & Ii Typing Hr $390.35
81379 |Hla | Typing Complete Hr $378.84
81380 [Hla |l Typing 1 Locus Hr $200.22
81381 [|Hla |l Typing 1 Allele Hr $106.84
81382 |Hlali Typing 1 Loc Hr $139.71
81383 |Hlali Typing 1 Allele Hr $123.27
81400 |Mopath Procedure Level 1 $63.81
81401 |Mopath Procedure Level 2 $63.81
81402 |Mopath Procedure Level 3 M
81403 |Mopath Procedure Level 4 $219.51
81404 |Mopath Procedure Level 5 M
81405 |Mopath Procedure Level 6 M
81406 |Mopath Procedure Level 7 $204.77
81407 |Mopath Procedure Level 8 M
81408 |Mopath Procedure Level 9 M
81420 |Fetal Chrmoml Aneuploidy $1,999.54
81479 |Unlisted Molecular Pathology M
81519 |Oncology Breast Mrna $2,828.44
81528+ |Oncology Colorectal Scr $420.81
81535 |Oncology Gynecologic $402.13
81536 |Oncology Gynecologic $147.02
81599 |Unlisted Maaa M
82009 |Test For Acetone/Ketones $1.32
82010 |Acetone Assay $2.83
82013 |Acetylcholinesterase Assay $7.16
82016 |Acylcarnitines Qual $15.26
82017 |Acylcarnitines Quant $15.51
82024 |Assay Of Acth $42.43
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82030 |Assay Of Adp & Amp $15.01
82040 |Assay Of Serum Albumin $3.03
82042 |Assay Of Urine Albumin $2.05
82043 |Microalbumin Quantitative $2.05
82044 |Microalbumin Semiquant $2.05
82045 |Albumin Ischemia Modified $37.70
82085 |Assay Of Aldolase $6.82
82088 |Assay Of Aldosterone $32.69
82103 |Alpha-1-Antitrypsin Total $11.15
82105 |Alpha-Fetoprotein Serum $18.20
82106 |Alpha-Fetoprotein Amniotic $18.20
82107 |Alpha-Fetoprotein L3 $74.51
82108 |Assay Of Aluminum $16.59
82120 |Amines Vaginal Fluid Qual $4.12
82127 |Amino Acid Single Qual $15.51
82128 |Amino Acids Mult Qual $15.23
82131 |Amino Acids Single Quant $15.51
82135 |Assay Aminolevulinic Acid $13.75
82136 |Amino Acids Quant 2-5 $15.51
82139 |Amino Acids Quan 6 Or More $15.51
82140 |Assay Of Ammonia $8.64
82143 |Amniotic Fluid Scan $8.31
82150 |Assay Of Amylase $4.31
82154 |Androstanediol Glucuronide $27.48
82157 |Assay Of Androstenedione $15.83
82160 |Assay Of Androsterone $11.38
82163 |Assay Of Angiotensin li $21.38
82164 |Angiotensin | Enzyme Test $11.38
82172 |Assay Of Apolipoprotein $4.54
82175 |Assay Of Arsenic $21.38
82180 |Assay Of Ascorbic Acid $5.23
82232 |Assay Of Beta-2 Protein $18.20
82239 |Bile Acids Total $10.21
82240 |Bile Acids Cholylglycine $10.21
82247 |Bilirubin Total $5.52
82248 |Bilirubin Direct $5.52
82252 |Fecal Bilirubin Test $5.18
82261 |Assay Of Biotinidase $15.51
82270 |Occult Blood Feces $2.27
82271 |Occult Blood Other Sources $2.27
82272 |Occult Bld Feces 1-3 Tests $2.27
82274 |Assay Test For Blood Fecal $19.88
82300 |Assay Of Cadmium $9.29
82306 |Vitamin D 25 Hydroxy $32.53
82308 |Assay Of Calcitonin $25.03

**Effective Date will only be populated when the rate begins after the published fee schedule date
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82310 |Assay Of Calcium $2.87
82330 |Assay Of Calcium $8.64
82340 |Assay Of Calcium In Urine $4.31
82355 |Calculus Analysis Qual $11.38
82360 [|Calculus Assay Quant $11.16
82365 |Calculus Spectroscopy $11.39
82370 |X-Ray Assay Calculus $11.39
82373 |Assay C-D Transfer Measure $8.79
82374 |Assay Blood Carbon Dioxide $2.98
82375 |Assay Carboxyhb Quant $6.82
82376 |Assay Carboxyhb Qual $6.09
82378 |Carcinoembryonic Antigen $14.65
82379 |Assay Of Carnitine $15.51
82380 |Assay Of Carotene $6.36
82382 |Assay Urine Catecholamines $17.01
82383 |Assay Blood Catecholamines $17.01
82384 |Assay Three Catecholamines $17.01
82390 |Assay Of Ceruloplasmin $9.32
82415 |Assay Of Chloramphenicol $8.64
82435 |Assay Of Blood Chloride $2.51
82436 |Assay Of Urine Chloride $4.01
82438 |Assay Other Fluid Chlorides $2.50
82465 |Assay Bld/Serum Cholesterol $2.65
82480 |Assay Serum Cholinesterase $6.36
82482 |Assay Rbc Cholinesterase $6.92
82495 |Assay Of Chromium $8.64
82525 |Assay Of Copper $8.64
82528 |Assay Of Corticosterone $23.66
82530 |Cortisol Free $15.95
82533 |Total Cortisol $15.95
82540 |Assay Of Creatine $4.54
82550 |Assay Of Ck (Cpk) $3.99
82552 |Assay Of Cpk In Blood $15.24
82553 |Creatine Mb Fraction $6.36
82554 |Creatine Isoforms $12.68
82565 |Assay Of Creatinine $2.93
82570 |Assay Of Urine Creatinine $3.42
82575 |Creatinine Clearance Test $5.90
82585 |Assay Of Cryofibrinogen $7.50
82595 |Assay Of Cryoglobulin $7.50
82600 |Assay Of Cyanide $18.73
82607 |Vitamin B-12 $10.92
82608 |B-12 Binding Capacity $15.24
82615 |Test For Urine Cystines $6.36
82626 |Dehydroepiandrosterone $27.48
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82627 |Dehydroepiandrosterone $24.43
82633 |Desoxycorticosterone $31.62
82634 |Deoxycortisol $18.64
82638 |Assay Of Dibucaine Number $12.07
82652 |Vit D 1 25-Dihydroxy $42.28
82656 |Pancreatic Elastase Fecal $12.81
82668 |Assay Of Erythropoietin $21.38
82670 |Assay Of Estradiol $12.12
82671 |Assay Of Estrogens $28.20
82672 |Assay Of Estrogen $17.06
82677 |Assay Of Estriol $26.57
82679 |Assay Of Estrone $11.96
82693 |Assay Of Ethylene Glycol $6.36
82696 |Assay Of Etiocholanolone $15.98
82705 |Fats/Lipids Feces Qual $2.27
82710 |Fats/Lipids Feces Quant $3.74
82715 |Assay Of Fecal Fat $3.82
82725 |Assay Of Blood Fatty Acids $11.15
82726 |Long Chain Fatty Acids $12.78
82728 |Assay Of Ferritin $14.56
82731 |Assay Of Fetal Fibronectin $70.74
82735 |Assay Of Fluoride $11.38
82746 |Assay Of Folic Acid Serum $10.92
82747 |Assay Of Folic Acid Rbc $10.92
82760 |Assay Of Galactose $8.57
82775 |Assay Galactose Transferase $17.06
82777 |Galectin-3 $24.85
82784 |Assay Iga/lgd/lgg/lgm Each $9.32
82785 |Assay Of Ige $15.83
82787 |lgg 123 0Or4 Each $5.65
82800 |Blood Ph $2.36
82803 |Blood Gases Any Combination $10.96
82805 |Blood Gases W/O2 Saturation $22.67
82810 |Blood Gases O2 Sat Only $9.58
82930 |Gastric Analy W/Ph Ea Spec $6.34
82938 |Gastrin Test $14.20
82941 |Assay Of Gastrin $14.20
82943 |Assay Of Glucagon $8.36
82945 |Glucose Other Fluid $4.11
82946 |Glucagon Tolerance Test $14.20
82947 |Assay Glucose Blood Quant $2.29
82948 |Reagent Strip/Blood Glucose $1.32
82950 |Glucose Test $4.08
82951 |Glucose Tolerance Test (Gtt) $11.73
82952 |Gtt-Added Samples $3.64
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82955 |Assay Of G6pd Enzyme $7.95
82960 |Test For G6pd Enzyme $5.23
82962 |Glucose Blood Test $2.64
82965 |Assay Of Gdh Enzyme $6.92
82977 |Assay Of Ggt $4.40
82979 |Assay Rbc Glutathione $5.23
82985 |Assay Of Glycated Protein $12.74
83001 |Assay Of Gonadotropin (Fsh) $12.67
83002 |Assay Of Gonadotropin (Lh) $15.83
83003 |Assay Growth Hormone (Hgh) $15.83
83006 |Growth Stimulation Gene 2 $24.78
83009 |H Pylori (C-13) Blood $70.41
83010 |Assay Of Haptoglobin Quant $10.66
83013 |H Pylori (C-13) Breath $70.58
83014 |H Pylori Drug Admin $8.81
83015 |Heavy Metal Screen $6.36
83018 |Quantitative Screen Metals $20.92
83020 |Hemoglobin Electrophoresis $10.56
83020 |Hemoglobin Electrophoresis 26 $10.30
83021 |Hemoglobin Chromotography $12.78
83026 |Hemoglobin Copper Sulfate $2.50
83030 |Fetal Hemoglobin Chemical $3.82
83033 |Fetal Hemoglobin Assay Qual $5.23
83036 |Glycosylated Hemoglobin Test $8.64
83037 |Glycosylated Hb Home Device $8.64
83045 |Blood Methemoglobin Test $4.31
83050 |Blood Methemoglobin Assay $3.79
83051 |Assay Of Plasma Hemoglobin $4.01
83060 |Blood Sulfhemoglobin Assay $3.82
83065 |Assay Of Hemoglobin Heat $3.82
83068 |Hemoglobin Stability Screen $3.82
83069 |Assay Of Urine Hemoglobin $1.85
83070 |Assay Of Hemosiderin Qual $2.50
83080 |Assay Of B Hexosaminidase $15.51
83090 |Assay Of Homocystine $17.22
83150 |Assay Of Homovanillic Acid $16.16
83491 |Assay Of Corticosteroids 17 $14.20
83497 |Assay Of 5-Hiaa $12.74
83498 |Assay Of Progesterone 17-D $15.83
83500 |Assay Free Hydroxyproline $8.64
83505 |Assay Total Hydroxyproline $17.06
83525 |Assay Of Insulin $12.74
83527 |Assay Of Insulin $12.74
83540 |Assay Of Iron $3.96
83550 |lron Binding Test $6.36
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83570 |Assay Of Idh Enzyme $5.90
83582 |Assay Of Ketogenic Steroids $11.38
83586 |Assay 17- Ketosteroids $9.32
83593 |Fractionation Ketosteroids $27.48
83605 |Assay Of Lactic Acid $5.68
83615 [Lactate (Ld) (Ldh) Enzyme $3.60
83625 |Assay Of Ldh Enzymes $12.74
83630 [|Lactoferrin Fecal (Qual) $12.81
83631 [Lactoferrin Fecal (Quant) $17.52
83632 |Placental Lactogen $18.20
83633 |Test Urine For Lactose $6.06
83655 |Assay Of Lead $11.38
83661 |L/S Ratio Fetal Lung $22.74
83662 |Foam Stability Fetal Lung $2.65
83663 |Fluoro Polarize Fetal Lung $1.41
83664 [Lamellar Bdy Fetal Lung $0.70
83690 [|Assay Of Lipase $5.00
83695 |Assay Of Lipoprotein(A) $14.98
83698 |Assay Lipoprotein Pla2 $39.27
83700 [Lipopro Bld Electrophoretic $12.36
83701 [Lipoprotein Bld Hr Fraction $15.95
83704 |Lipoprotein Bld By Nmr $21.11
83718 |Assay Of Lipoprotein $6.36
83719 |Assay Of Blood Lipoprotein $6.36
83721 |Assay Of Blood Lipoprotein $6.36
83735 |Assay Of Magnesium $4.08
83775 |Assay Malate Dehydrogenase $6.92
83785 |Assay Of Manganese $11.38
83825 |Assay Of Mercury $11.38
83835 |Assay Of Metanephrines $14.56
83857 |Assay Of Methemalbumin $8.64
83861 [|Microfluid Analy Tears $19.52
83864 |Mucopolysaccharides $20.47
83872 |Assay Synovial Fluid Mucin $2.50
83873 |Assay Of Csf Protein $13.75
83874 |Assay Of Myoglobin $10.24
83876 |Assay Myeloperoxidase $15.66
83880 |Assay Of Natriuretic Peptide $37.70
83885 |Assay Of Nickel $9.29
83915 |Assay Of Nucleotidase $9.29
83916 |Oligoclonal Bands $18.20
83921 |Organic Acid Single Quant $18.08
83930 |Assay Of Blood Osmolality $5.23
83935 |Assay Of Urine Osmolality $5.23
83937 |Assay Of Osteocalcin $8.64

**Effective Date will only be populated when the rate begins after the published fee schedule date
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83945 |Assay Of Oxalate $10.24
83950 |Oncoprotein Her-2/Neu $70.74
83951 |Oncoprotein Dcp $77.86
83970 |Assay Of Parathormone $45.35
83986 |Assay Ph Body Fluid Nos $2.36
83987 |Exhaled Breath Condensate $16.43
83992 |Assay For Phencyclidine $13.19
84030 |Assay Of Blood Pku $2.97
84035 |Assay Of Phenylketones $3.56
84060 |Assay Acid Phosphatase $4.31
84066 |Assay Prostate Phosphatase $6.36
84075 |Assay Alkaline Phosphatase $3.16
84078 |Assay Alkaline Phosphatase $6.82
84080 |Assay Alkaline Phosphatases $6.82
84081 |Assay Phosphatidylglycerol $18.16
84087 |Assay Phosphohexose Enzymes $10.46
84100 |Assay Of Phosphorus $2.51
84105 |Assay Of Urine Phosphorus $2.50
84106 |Test For Porphobilinogen $4.71
84110 |Assay Of Porphobilinogen $7.50
84112 |Eval Amniotic Fluid Protein $75.04
84119 |Test Urine For Porphyrins $4.74
84120 |Assay Of Urine Porphyrins $13.75
84126 |Assay Of Feces Porphyrins $26.38
84132 |Assay Of Serum Potassium $2.81
84133 |Assay Of Urine Potassium $4.31
84134 |Assay Of Prealbumin $4.74
84135 |Assay Of Pregnanediol $14.03
84138 |Assay Of Pregnanetriol $19.43
84140 |Assay Of Pregnenolone $17.01
84143 |Assay Of 17-Hydroxypregneno $17.01
84144 |Assay Of Progesterone $17.01
84145 |Procalcitonin (Pct) $22.98
84146 |Assay Of Prolactin $16.44
84152 |Assay Of Psa Complexed $22.44
84153 |Assay Of Psa Total $19.42
84154 |Assay Of Psa Free $20.20
84155 |Assay Of Protein Serum $2.23
84156 |Assay Of Protein Urine $2.23
84157 |Assay Of Protein Other $2.23
84160 |Assay Of Protein Any Source $2.04
84163 |Pappa Serum $6.20
84165 |Protein E-Phoresis Serum $8.64
84165 |Protein E-Phoresis Serum 26 $10.30
84166 |Protein E-Phoresis/Urine/Csf $14.98
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84166 |Protein E-Phoresis/Urine/Csf 26 $10.30
84181 |Western Blot Test $19.10
84181 |Western Blot Test 26 $10.30
84182 |Protein Western Blot Test $19.10
84182 |Protein Western Blot Test 26 $10.30
84202 |Assay Rbc Protoporphyrin $5.00
84207 |Assay Of Vitamin B-6 $10.16
84210 |Assay Of Pyruvate $6.92
84220 |Assay Of Pyruvate Kinase $6.36
84228 |Assay Of Quinine $9.29
84233 |Assay Of Estrogen $50.06
84234 |Assay Of Progesterone $45.49
84238 |Assay Nonendocrine Receptor $10.69
84244 |Assay Of Renin $21.38
84252 |Assay Of Vitamin B-2 $10.46
84255 |Assay Of Selenium $8.64
84260 |Assay Of Serotonin $6.21
84285 |Assay Of Silica $2.36
84295 |Assay Of Serum Sodium $2.85
84300 |Assay Of Urine Sodium $2.50
84302 |Assay Of Sweat Sodium $5.17
84305 |Assay Of Somatomedin $15.83
84307 |Assay Of Somatostatin $15.83
84311 |Spectrophotometry $8.44
84392 |Assay Of Urine Sulfate $1.37
84402 |Assay Of Free Testosterone $20.37
84403 |Assay Of Total Testosterone $20.37
84425 |Assay Of Vitamin B-1 $10.46
84430 |Assay Of Thiocyanate $4.54
84431 |Thromboxane Urine $15.34
84432 |Assay Of Thyroglobulin $12.29
84436 |Assay Of Total Thyroxine $7.55
84437 |Assay Of Neonatal Thyroxine $4.54
84439 |Assay Of Free Thyroxine $8.44
84442 |Assay Of Thyroid Activity $12.29
84443 |Assay Thyroid Stim Hormone $8.27
84445 |Assay Of Tsi Globulin $55.51
84446 |Assay Of Vitamin E $13.19
84449 |Assay Of Transcortin $12.29
84450 [|Transferase (Ast) (Sgot) $3.15
84460 |Alanine Amino (Alt) (Sgpt) $3.18
84466 |Assay Of Transferrin $12.29
84478 |Assay Of Triglycerides $3.52
84479 |Assay Of Thyroid (T3 Or T4) $7.12
84480 |Assay Triiodothyronine (T3) $15.57
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84481 |Free Assay (Ft-3) $18.61
84484 |Assay Of Troponin Quant $10.81
84488 |Test Feces For Trypsin $5.90
84490 |Assay Of Feces For Trypsin $6.87
84510 |Assay Of Tyrosine $5.23
84512 |Assay Of Troponin Qual $8.46
84520 |Assay Of Urea Nitrogen $2.25
84540 |Assay Of Urine/Urea-N $3.42
84545 |Urea-N Clearance Test $4.96
84550 |Assay Of Blood/Uric Acid $2.76
84560 |Assay Of Urine/Uric Acid $3.42
84577 |Assay Of Feces/Urobilinogen $4.31
84578 |Test Urine Urobilinogen $2.50
84580 |Assay Of Urine Urobilinogen $4.31
84583 |Assay Of Urine Urobilinogen $2.50
84585 |Assay Of Urine Vma $15.24
84586 |Assay Of Vip $39.74
84588 |Assay Of Vasopressin $20.92
84590 |Assay Of Vitamin A $8.64
84591 |Assay Of Nos Vitamin $12.74
84600 |Assay Of Volatiles $17.65
84620 [Xylose Tolerance Test $8.18
84630 |Assay Of Zinc $9.09
84681 |Assay Of C-Peptide $15.62
84702 |Chorionic Gonadotropin Test $6.13
84703 |Chorionic Gonadotropin Assay $4.18
84704 |Hcg Free Betachain Test $6.62
84999 [Clinical Chemistry Test M
85002 |Bleeding Time Test $4.94
85004 |Automated Diff Wbc Count $5.17
85007 |Bl Smear W/Diff Wbc Count $2.42
85008 |BlI Smear W/O Diff Wbhc Count $2.50
85009 |Manual Diff Wbc Count B-Coat $1.82
85013 |Spun Microhematocrit $2.50
85014 |Hematocrit $2.50
85018 |Hemoglobin $2.50
85025 |Complete Cbc W/Auto Diff Whc $4.96
85027 |Complete Cbc Automated $4.31
85032 [|Manual Cell Count Each $4.77
85041 |Automated Rbc Count $1.82
85044 |Manual Reticulocyte Count $4.30
85045 |Automated Reticulocyte Count $4.30
85046 |Reticyte/Hgb Concentrate $4.50
85048 |Automated Leukocyte Count $2.50
85049 |Automated Platelet Count $4.96
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85055 |Reticulated Platelet Assay $14.83
85097 |Bone Marrow Interpretation $50.32
85175 |Blood Clot Lysis Time $4.99
85210 |Clot Factor li Prothrom Spec $14.91
85220 |Blooc Clot Factor V Test $8.56
85230 |Clot Factor Vii Proconvertin $17.93
85240 |Clot Factor Viii Ahg 1 Stage $12.40
85244 |Clot Factor Viii Reltd Antgn $22.74
85245 |Clot Factor Viii Vw Ristoctn $9.25
85246 |Clot Factor Viii Vw Antigen $9.25
85247 |Clot Factor Viii Multimetric $9.25
85250 |Clot Factor Ix Ptc/Chrstmas $14.91
85260 |Clot Factor X Stuart-Power $14.91
85270 |Clot Factor Xi Pta $14.91
85280 |Clot Factor Xii Hageman $14.91
85290 |Clot Factor Xiii Fibrin Stab $14.91
85291 |Clot Factor Xiii Fibrin Scrn $6.92
85292 |Clot Factor Fletcher Fact $16.05
85293 |Clot Factor Wght Kininogen $17.13
85300 |Antithrombin lii Activity $14.19
85301 |Antithrombin lii Antigen $8.94
85302 |Clot Inhibit Prot C Antigen $14.29
85303 |Clot Inhibit Prot C Activity $14.29
85305 |Clot Inhibit Prot S Total $12.74
85306 |Clot Inhibit Prot S Free $14.29
85307 |Assay Activated Protein C $18.71
85335 |Factor Inhibitor Test $14.91
85337 |Thrombomodulin $12.72
85345 |Coagulation Time Lee & White $3.72
85347 |Coagulation Time Activated $3.82
85348 |Coagulation Time Otr Method $4.31
85360 |Euglobulin Lysis $5.90
85362 |Fibrin Degradation Products $4.31
85366 |Fibrinogen Test $7.58
85370 |Fibrinogen Test $7.37
85378 |Fibrin Degrade Semiquant $5.68
85379 |Fibrin Degradation Quant $7.37
85380 |Fibrin Degradj D-Dimer $10.05
85384 |Fibrinogen Activity $7.81
85385 |Fibrinogen Antigen $7.81
85390 |Fibrinolysins Screen I&R $3.05
85390 |Fibrinolysins Screen I&R 26 $10.30
85397 |Clotting Funct Activity $9.66
85400 |Fibrinolytic Plasmin $6.92
85410 |Fibrinolytic Antiplasmin $6.92
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85415 |Fibrinolytic Plasminogen $6.92
85420 |Fibrinolytic Plasminogen $6.92
85421 |Fibrinolytic Plasminogen $7.01
85441 |Heinz Bodies Direct $4.62
85445 |Heinz Bodies Induced $7.48
85460 |Hemoglobin Fetal $3.82
85461 |Hemoglobin Fetal $7.82
85475 |Hemolysin Acid $6.36
85520 |Heparin Assay $6.60
85525 |Heparin Neutralization $6.74
85530 |Heparin-Protamine Tolerance $8.64
85540 |Wbc Alkaline Phosphatase $6.82
85547 |Rbc Mechanical Fragility $2.82
85549 |Muramidase $13.75
85557 |Rbc Osmotic Fragility $6.09
85576 |Blood Platelet Aggregation $6.09
85576 |Blood Platelet Aggregation 26 $10.30
85597 |Phospholipid Pltlt Neutraliz $6.59
85598 |Hexagnal Phosph Pltlt Neutrl $6.65
85610 |Prothrombin Time $3.64
85611 |Prothrombin Test $4.68
85612 |Viper Venom Prothrombin Time $8.73
85613 |Russell Viper Venom Diluted $8.73
85635 |Reptilase Test $4.54
85651 |Rbc Sed Rate Nonautomated $2.50
85652 |Rbc Sed Rate Automated $2.97
85660 |Rbc Sickle Cell Test $2.50
85670 |Thrombin Time Plasma $4.31
85675 |Thrombin Time Titer $4.31
85705 |Thromboplastin Inhibition $0.88
85730 |Thromboplastin Time Partial $4.31
85732 |Thromboplastin Time Partial $5.23
85810 |Blood Viscosity Examination $8.64
85999 |Hematology Procedure M
86000 |Agglutinins Febrile Antigen $4.31
86001 |Allergen Specific Igg $5.74
86003 |Allergen Specific Ige $5.73
86005 |Allergen Specific Ige $2.64
86021 |Whbc Antibody Identification $14.20
86022 |Platelet Antibodies $12.37
86038 |Antinuclear Antibodies $6.88
86039 |Antinuclear Antibodies (Ana) $12.26
86060 |Antistreptolysin O Titer $5.52
86063 |Antistreptolysin O Screen $4.20
86140 |C-Reactive Protein $4.31
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86141 |C-Reactive Protein Hs $14.22
86146 |Beta-2 Glycoprotein Antibody $14.83
86147 |Cardiolipin Antibody Ea Ig $13.75
86148 |Anti-Phospholipid Antibody $10.24
86152 |Cell Enumeration & Id $175.82
86153 |Cell Enumeration Phys Interp 26 $19.22
86156 |Cold Agglutinin Screen $5.40
86157 |Cold Agglutinin Titer $6.55
86160 |Complement Antigen $9.29
86161 |Complement/Function Activity $10.96
86162 |Complement Total (Ch50) $20.92
86171 |Complement Fixation Each $11.01
86200 |Ccp Antibody $14.98
86215 |Deoxyribonuclease Antibody $10.46
86225 |Dna Antibody Native $11.38
86226 |Dna Antibody Single Strand $11.38
86235 [Nuclear Antigen Antibody $10.46
86243 |Fc Receptor $22.54
86255 |Fluorescent Antibody Screen $13.23
86255 |Fluorescent Antibody Screen 26 $10.30
86256 |Fluorescent Antibody Titer $12.29
86256 |Fluorescent Antibody Titer 26 $10.30
86277 |Growth Hormone Antibody $17.59
86294 |Immunoassay Tumor Qual $19.43
86300 Immunoassay Tumor Ca 15-3 $22.86
86301 Immunoassay Tumor Ca 19-9 $22.86
86304 |Immunoassay Tumor Ca 125 $22.86
86305 |Human Epididymis Protein 4 $24.67
86308 |Heterophile Antibody Screen $4.31
86309 |Heterophile Antibody Titer $4.78
86310 [|Heterophile Antibody Absrbj $5.68
86316 |Immunoassay Tumor Other $19.42
86317 |Immunoassay Infectious Agent $11.26
86318 |Immunoassay Infectious Agent $11.26
86320 |Serum Immunoelectrophoresis $21.38
86320 |Serum Immunoelectrophoresis 26 $10.30
86325 |Other Immunoelectrophoresis $21.38
86325 |Other Immunoelectrophoresis 26 $10.30
86329 |Immunodiffusion Nes $11.15
86332 |Immune Complex Assay $9.68
86334 |Immunofix E-Phoresis Serum $23.82
86334 |Immunofix E-Phoresis Serum 26 $10.30
86335 |Immunfix E-Phorsis/Urine/Csf $30.49
86335 |Immunfix E-Phorsis/Urine/Csf 26 $10.30
86336 |Inhibin A $18.28
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86337 |Insulin Antibodies $12.74
86340 |Intrinsic Factor Antibody $16.16
86341 |Islet Cell Antibody $12.74
86352 |Cell Function Assay W/Stim $80.56
86353 |Lymphocyte Transformation $42.07
86355 |B Cells Total Count $41.89
86356 |Mononuclear Cell Antigen $15.63
86357 [Nk Cells Total Count $41.89
86359 |T Cells Total Count $33.12
86360 |T Cell Absolute Count/Ratio $33.12
86361 |T Cell Absolute Count $14.83
86367 |Stem Cells Total Count $41.89
86376 |Microsomal Antibody Each $16.16
86382 |Neutralization Test Viral $12.52
86384 [Nitroblue Tetrazolium Dye $9.29
86386 |Nuclear Matrix Protein 22 $11.13
86403 |Particle Agglut Antbdy Scrn $4.71
86406 |Particle Agglut Antbdy Titr $4.71
86430 |Rheumatoid Factor Test Qual $3.54
86431 |Rheumatoid Factor Quant $5.30
86480 |Tb Test Cell Immun Measure $57.05
86481 |Tb Ag Response T-Cell Susp $72.21
86485 |Skin Test Candida $6.49
86486 |Skin Test Nos Antigen $2.77
86490 |Coccidioidomycosis Skin Test $39.03
86510 [|Histoplasmosis Skin Test $3.37
86580 |Tb Intradermal Test $4.36
86592 |Syphilis Test Non-Trep Qual $2.73
86593 |Syphilis Test Non-Trep Quant $4.74
86602 |Antinomyces Antibody $6.36
86603 |Adenovirus Antibody $6.36
86606 |Aspergillus Antibody $6.36
86609 |Bacterium Antibody $6.36
86611 |Bartonella Antibody $11.16
86612 |Blastomyces Antibody $6.36
86615 |Bordetella Antibody $6.36
86617 |Lyme Disease Antibody $18.22
86618 |Lyme Disease Antibody $6.36
86619 |Borrelia Antibody $6.36
86622 |Brucella Antibody $6.36
86625 |Campylobacter Antibody $6.36
86628 |Candida Antibody $6.36
86631 |Chlamydia Antibody $6.36
86632 |Chlamydia Igm Antibody $6.36
86635 |Coccidioides Antibody $6.36
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86638 |Q Fever Antibody $6.36
86641 |Cryptococcus Antibody $6.36
86644 |Cmv Antibody $6.36
86645 |Cmv Antibody Igm $6.36
86648 |Diphtheria Antibody $6.36
86651 |Encephalitis Californ Antbdy $6.36
86652 |Encephaltis East Eqne Anbdy $6.36
86653 |Encephaltis St Louis Antbody $6.36
86654 |Encephaltis West Eqne Antbdy $6.36
86658 |Enterovirus Antibody $6.36
86663 |Epstein-Barr Antibody $6.36
86664 |Epstein-Barr Nuclear Antigen $6.36
86665 |Epstein-Barr Capsid Vca $6.36
86666 |Ehrlichia Antibody $11.16
86668 |Francisella Tularensis $6.36
86671 |Fungus Nes Antibody $6.36
86674 |Giardia Lamblia Antibody $6.36
86677 |Helicobacter Pylori Antibody $6.36
86682 |Helminth Antibody $6.36
86684 |Hemophilus Influenza Antibdy $6.36
86687 |Htlv-1 Antibody $9.22
86688 |Htlv-li Antibody $11.36
86689 |Htlv/Hiv Confirmj Antibody $19.10
86692 |Hepatitis Delta Agent Antbdy $10.24
86694 |Herpes Simplex Nes Antbdy $6.36
86695 |Herpes Simplex Type 1 Test $6.36
86696 |Herpes Simplex Type 2 Test $21.27
86698 [|Histoplasma Antibody $6.36
86701 [|Hiv-lantibody $9.76
86702 |Hiv-2 Antibody $11.56
86703 |Hiv-1/Hiv-2 1 Result Antbdy $11.56
86704 |Hep B Core Antibody Total $10.24
86705 |Hep B Core Antibody Igm $10.24
86706 |Hep B Surface Antibody $10.24
86707 |Hepatitis Be Antibody $10.24
86708 |Hepatitis A Antibody $10.24
86709 |Hepatitis A Igm Antibody $10.24
86710 [Influenza Virus Antibody $6.36
86711 [John Cunningham Antibody $15.55
86713 |Legionella Antibody $6.36
86717 |Leishmania Antibody $6.36
86720 |Leptospira Antibody $6.36
86723 |Listeria Monocytogenes $6.36
86727 |Lymph Choriomeningitis Ab $6.36
86729 |Lympho Venereum Antibody $6.36
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86732 |Mucormycosis Antibody $6.36
86735 |Mumps Antibody $6.36
86738 |Mycoplasma Antibody $6.36
86741 [|Neisseria Meningitidis $6.36
86744 |Nocardia Antibody $6.36
86747 |Parvovirus Antibody $6.36
86750 [|Malaria Antibody $6.36
86753 |Protozoa Antibody Nos $6.36
86756 |Respiratory Virus Antibody $6.36
86757 |Rickettsia Antibody $21.27
86759 [|Rotavirus Antibody $6.36
86762 |Rubella Antibody $6.36
86765 |Rubeola Antibody $6.36
86768 |Salmonella Antibody $6.36
86771 |Shigella Antibody $6.36
86774 |Tetanus Antibody $6.36
86777 |Toxoplasma Antibody $6.36
86778 |Toxoplasma Antibody Igm $4.74
86780 |Treponema Pallidum $13.80
86784 |Trichinella Antibody $6.36
86787 |Varicella-Zoster Antibody $6.36
86788 |West Nile Virus Ab Igm $15.37
86789 |West Nile Virus Antibody $15.93
86790 |Virus Antibody Nos $6.36
86793 |Yersinia Antibody $6.36
86800 |Thyroglobulin Antibody $17.47
86803 |Hepatitis C Ab Test $10.24
86804 |Hep C Ab Test Confirm $10.24
86805 |Lymphocytotoxicity Assay $57.43
86806 |Lymphocytotoxicity Assay $52.27
86807 |Cytotoxic Antibody Screening $43.47
86808 |Cytotoxic Antibody Screening $32.60
86812 |HlaTyping ABOrC $27.48
86813 |Hla Typing ABOrC $54.50
86816 |Hla Typing Dr/Dq $22.74
86817 |Hla Typing Dr/Dq $54.50
86821 |Lymphocyte Culture Mixed $62.02
86825 [|Hla X-Math Non-Cytotoxic $48.08
86826 |Hla X-Match Noncytotoxc Addl $16.02
86828 [|Hla Class I&li Antibody Qual $44.70
86829 [|Hla Class I/li Antibody Qual $33.53
86830 [Hla Class | Phenotype Qual $91.20
86831 [|Hla Class li Phenotype Qual $78.17
86832 [|Hla Class I High Defin Qual $143.32
86833 [|Hla Class li High Defin Qual $130.29
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86834 [|Hla Class | Semiquant Panel $403.90
86835 [|Hla Class li Semiquant Panel $364.82
86849 |Immunology Procedure M
86850 |Rbc Antibody Screen $5.27
86860 |Rbc Antibody Elution $15.71
86870 |Rbc Antibody Identification $12.97
86880 |Coombs Test Direct $4.31
86885 [Coombs Test Indirect Qual $5.27
86886 |Coombs Test Indirect Titer $5.68
86900 |Blood Typing Serologic Abo $2.04
86901 |Blood Typing Serologic Rh(D) $4.33
86902 |Blood Type Antigen Donor Ea $4.45
86904 |Blood Typing Patient Serum $6.03
86905 |Blood Typing Rbc Antigens $3.42
86906 |Bld Typing Serologic Rh Phnt $9.32
86920 |Compatibility Test Spin $2.04
86921 |Compatibility Test Incubate $2.04
86922 |Compatibility Test Antiglob $14.34
86923 |Compatibility Test Electric $2.04
86970 |Rbc Pretx Incubatj W/Chemicl $4.31
86971 |Rbc Pretx Incubatj W/Enzymes $4.31
86975 |Rbc Serum Pretx Incubj Drugs $9.68
86976 |Rbc Serum Pretx Id Dilution $6.04
86977 |Rbc Serum Pretx Incubj/Inhib $6.04
86978 |Rbc Pretreatment Serum $9.68
86999 |Transfusion Procedure M
87015 |Specimen Infect Agnt Concntj $2.54
87040 |Blood Culture For Bacteria $5.68
87045 |Feces Culture Aerobic Bact $10.37
87046 |Stool Cultr Aerobic Bact Ea $2.60
87070 |Culture Othr Specimn Aerobic $9.31
87071 |Culture Aerobic Quant Other $5.18
87073 |Culture Bacteria Anaerobic $5.18
87075 |Cultr Bacteria Except Blood $8.84
87076 |Culture Anaerobe Ident Each $8.84
87077 |Culture Aerobic Identify $8.86
87081 |Culture Screen Only $4.74
87084 |Culture Of Specimen By Kit $4.74
87086 |Urine Culture/Colony Count $4.42
87088 |Urine Bacteria Culture $7.94
87101 |Skin Fungi Culture $4.31
87102 |Fungus Isolation Culture $4.31
87103 |Blood Fungus Culture $4.31
87106 |Fungi Identification Yeast $11.35
87107 |Fungi Identification Mold $11.35
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87109 [Mycoplasma $13.75
87110 |Chlamydia Culture $13.65
87116 |Mycobacteria Culture $2.36
87118 |Mycobacteric Identification $10.46
87140 |Culture Type Immunofluoresc $4.31
87143 |Culture Typing Glc/Hplc $4.31
87147 |Culture Type Immunologic $4.31
87149 |Dna/Rna Direct Probe $22.02
87150 |Dna/Rna Amplified Probe $41.62
87152 |Culture Type Pulse Field Gel $5.74
87153 |Dna/Rna Sequencing $136.79
87158 |Culture Typing Added Method $4.31
87164 |Dark Field Examination $11.38
87164 |Dark Field Examination 26 $10.30
87166 |Dark Field Examination $6.82
87168 |Macroscopic Exam Arthropod $4.70
87169 [|Macroscopic Exam Parasite $4.70
87172 |Pinworm Exam $4.70
87177 |Ova And Parasites Smears $9.31
87181 |Microbe Susceptible Diffuse $1.37
87184 |Microbe Susceptible Disk $7.70
87185 |Microbe Susceptible Enzyme $2.65
87186 |Microbe Susceptible Mic $9.51
87188 |Microbe Suscept Macrobroth $2.50
87190 |Microbe Suscept Mycobacteri $5.23
87205 |Smear Gram Stain $4.31
87206 |Smear Fluorescent/Acid Stai $5.68
87207 |Smear Special Stain $6.57
87207 |Smear Special Stain 26 $10.30
87209 |Smear Complex Stain $19.73
87210 |Smear Wet Mount Saline/Ink $2.50
87220 |Tissue Exam For Fungi $2.50
87230 |Assay Toxin Or Antitoxin $15.24
87250 |Virus Inoculate Eggs/Animal $15.01
87252 |Virus Inoculation Tissue $15.01
87253 |Virus Inoculate Tissue Addl $7.22
87254 |Virus Inoculation Shell Via $5.38
87255 |Genet Virus Isolate Hsv $37.60
87260 |Adenovirus Ag If $13.18
87265 |Pertussis Ag If $13.18
87267 |Enterovirus Antibody Dfa $13.32
87269 |Giardia Ag If $13.18
87270 |Chlamydia Trachomatis Ag If $13.18
87271 |Cytomegalovirus Dfa $13.32
87272 |Cryptosporidium Ag If $13.18
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87273 |Herpes Simplex 2 Ag If $13.18
87274 |Herpes Simplex 1 Ag If $13.18
87275 |Influenza B Ag If $13.18
87276 |Influenza A Ag If $13.18
87277 |Legionella Micdadei Ag If $13.18
87278 |Legion Pneumophilia Ag If $13.18
87279 |Parainfluenza Ag If $13.18
87280 |Respiratory Syncytial Ag If $13.18
87281 |Pneumocystis Carinii Ag If $13.18
87283 |Rubeola Ag If $13.18
87285 |Treponema Pallidum Ag If $13.18
87290 |Varicella Zoster Ag If $13.18
87299 |Antibody Detection Nos If $13.18
87300 |Ag Detection Polyval If $6.58
87301 |Adenovirus Ag la $13.18
87305 |Aspergillus Ag la $13.88
87320 |Chylmd Trach Ag la $13.18
87324 |Clostridium Ag la $13.18
87327 |Cryptococcus Neoform Ag la $13.18
87328 |Cryptosporidium Ag la $13.18
87329 |Giardia Ag la $13.18
87332 |Cytomegalovirus Ag la $13.18
87335 |E Coli 0157 Ag la $13.18
87336 |Entamoeb Hist Dispr Ag la $13.18
87337 |Entamoeb Hist Group Ag la $13.18
87338 |Hpylori Stool la $15.98
87339 |H Pylori Ag la $13.18
87340 |Hepatitis B Surface Ag la $11.35
87341 |Hepatitis B Surface Ag la $11.35
87350 |Hepatitis Be Ag la $12.66
87380 |Hepatitis Delta Ag la $14.37
87385 |Histoplasma Capsul Ag la $13.18
87389 |Hiv-1 Ag W/Hiv-1 & Hiv-2 Ab $21.58
87390 [Hiv-1Agla $11.21
87391 [Hiv-2 Agla $11.21
87400 |[Influenza A/B Ag la $6.58
87420 |Resp Syncytial Ag la $13.18
87425 |Rotavirus Ag la $13.18
87427 |Shiga-Like Toxin Ag la $13.18
87430 |Strep AAgla $13.18
87449 |Ag Detect Nos la Mult $13.18
87450 |Ag Detect Nos la Single $10.53
87451 |Ag Detect Polyval la Mult $10.53
87470 |Bartonella Dna Dir Probe $22.02
87471 |Bartonella Dna Amp Probe $38.54
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87472 Bartonella Dna Quant $47.05
87475 |Lyme Dis Dna Dir Probe $22.02
87476 |Lyme Dis Dna Amp Probe $38.54
87477 |Lyme Dis Dna Quant $47.05
87480 |Candida Dna Dir Probe $22.02
87481 |Candida Dna Amp Probe $38.54
87482 |Candida Dna Quant $45.86
87485 |Chylmd Pneum Dna Dir Probe $22.02
87486 |Chylmd Pneum Dna Amp Probe $38.54
87487 |Chylmd Pneum Dna Quant $47.05
87490 |Chylmd Trach Dna Dir Probe $22.02
87491 |Chylmd Trach Dna Amp Probe $38.54
87492 |Chylmd Trach Dna Quant $38.40
87493 |C Diff Amplified Probe $41.62
87495 |Cytomeg Dna Dir Probe $22.02
87496 |Cytomeg Dna Amp Probe $38.54
87497 |Cytomeg Dna Quant $47.05
87498 |Enterovirus Probe'&'Revrs Trns $40.60
87500 |Vanomycin Dna Amp Probe $40.60
87501 |Influenza Dna Amp Prob 1+ $59.79
87502 |Influenza Dna Amp Probe $99.17
87503 |Influenza Dna Amp Prob Addl $24.18
87505 |Nfct Agent Detection Gi $144.55
87506 [|ladna-Dna/Rna Probe Tq 6-11 $240.49
87507 [|ladna-Dna/Rna Probe Tq 12-25 $469.63
87510 |Gardner Vag Dna Dir Probe $22.02
87511 |Gardner Vag Dna Amp Probe $38.54
87512 |Gardner Vag Dna Quant $45.86
87515 |Hepatitis B Dna Dir Probe $22.02
87516 |Hepatitis B Dna Amp Probe $38.54
87517 |Hepatitis B Dna Quant $47.05
87520 [|Hepatitis C Rna Dir Probe $22.02
87521 |Hepatitis C Probe'&'Rvrs Trnsc $38.54
87522 |Hepatitis C Revrs Trnscrpj $47.05
87525 |Hepatitis G Dna Dir Probe $22.02
87526 |Hepatitis G Dna Amp Probe $38.54
87527 |Hepatitis G Dna Quant $45.86
87528 |Hsv Dna Dir Probe $22.02
87529 |Hsv Dna Amp Probe $38.54
87530 |Hsv Dna Quant $47.05
87531 |Hhv-6 Dna Dir Probe $22.02
87532 |Hhv-6 Dna Amp Probe $38.54
87533 |Hhv-6 Dna Quant $45.86
87534 |Hiv-1 Dna Dir Probe $22.02
87535 [|Hiv-1 Probe'&'Reverse Trnscrpj $38.54
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87536 [|Hiv-1 Quant'&'Revrse Trnscrpj $61.82
87537 |Hiv-2 Dna Dir Probe $22.02
87538 |Hiv-2 Probe'&'Revrse Trnscripj $38.54
87539 [|Hiv-2 Quant'&'Revrse Trnscripj $47.05
87540 |Legion Pneumo Dna Dir Prob $22.02
87541 |Legion Pneumo Dna Amp Prob $38.54
87542 |Legion Pneumo Dna Quant $45.86
87550 |Mycobacteria Dna Dir Probe $22.02
87551 |Mycobacteria Dna Amp Probe $38.54
87552 |Mycobacteria Dna Quant $47.05
87555 |M.Tuberculo Dna Dir Probe $22.02
87556 |M.Tuberculo Dna Amp Probe $38.54
87557 |M.Tuberculo Dna Quant $47.05
87560 |M.Avium-Intra Dna Dir Prob $22.02
87561 |M.Avium-Intra Dna Amp Prob $38.54
87562 |M.Avium-Intra Dna Quant $47.05
87580 |M.Pneumon Dna Dir Probe $22.02
87581 |M.Pneumon Dna Amp Probe $38.54
87582 |M.Pneumon Dna Quant $45.86
87590 [N.Gonorrhoeae Dna Dir Prob $22.02
87591 [N.Gonorrhoeae Dna Amp Prob $38.54
87592 N.Gonorrhoeae Dna Quant $47.05
87623 |Hpv Low-Risk Types $39.55
87624 |Hpv High-Risk Types $39.55
87625 |Hpv Types 16 & 18 Only $39.55
87631 |Resp Virus 3-5 Targets $144.92
87632 |Resp Virus 6-11 Targets $241.10
87633 |Resp Virus 12-25 Targets $130.29
87640 |Staph A Dna Amp Probe $40.60
87641 |Mr-Staph Dna Amp Probe $40.60
87650 |Strep A Dna Dir Probe $22.02
87651 |Strep A Dna Amp Probe $38.54
87652 |Strep A Dna Quant $45.86
87653 |Strep B Dna Amp Probe $40.60
87660 |Trichomonas Vagin Dir Probe $22.02
87661 |Trichomonas Vaginalis Amplif $39.64
87797 |Detect Agent Nos Dna Dir $22.02
87798 |Detect Agent Nos Dna Amp $38.54
87799 |Detect Agent Nos Dna Quant $47.05
87800 |Detect Agnt Mult Dna Direc $38.54
87801 |Detect Agnt Mult Dna Ampli $38.54
87802 |Strep B Assay W/Optic $13.18
87803 |Clostridium Toxin A W/Optic $13.18
87804 |Influenza Assay W/Optic $13.18
87806 |Hiv Antigen W/Hiv Antibodies $20.73
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87807 |Rsv Assay W/Optic $13.32
87808 |Trichomonas Assay W/Optic $13.88
87809 |Adenovirus Assay W/Optic $13.88
87810 |Chylmd Trach Assay W/Optic $13.12
87850 [N. Gonorrhoeae Assay W/Optic $13.12
87880 |Strep A Assay W/Optic $13.12
87899 |Agent Nos Assay W/Optic $13.12
87900 |Phenotype Infect Agent Drug $150.78
87901 |Genotype Dna Hiv Reverse T $282.79
87902 |Genotype Dna/Rna Hep C $314.23
87903 |Phenotype Dna Hiv W/Culture $536.77
87904 |Phenotype Dna Hiv W/CIt Add $28.63
87905 |Sialidase Enzyme Assay $4.47
87906 |Genotype Dna/Rna Hiv $149.97
87910 |Genotype Cytomegalovirus $290.81
87912 |Genotype Dna Hepatitis B $290.81
87999 [Microbiology Procedure M
88104 |Cytopath FI Nongyn Smears $42.39
88104 |Cytopath FI Nongyn Smears 26 $16.64
88104 |Cytopath FI Nongyn Smears TC $25.75
88106 |Cytopath FI Nongyn Filter $41.80
88106 |Cytopath FI Nongyn Filter 26 $11.29
88106 |Cytopath FI Nongyn Filter TC $30.51
88108 |Cytopath Concentrate Tech $40.41
88108 |Cytopath Concentrate Tech 26 $13.07
88108 |Cytopath Concentrate Tech TC $27.34
88112 |Cytopath Cell Enhance Tech $40.02
88112 |Cytopath Cell Enhance Tech 26 $16.05
88112 |Cytopath Cell Enhance Tech TC $23.97
88120 |Cytp Urne 3-5 Probes Ea Spec $354.00
88120 |Cytp Urne 3-5 Probes Ea Spec 26 $33.28
88120 |Cytp Urne 3-5 Probes Ea Spec TC $320.72
88121 |Cytp Urine 3-5 Probes Cmptr $309.04
88121 |Cytp Urine 3-5 Probes Cmptr 26 $28.72
88121 |Cytp Urine 3-5 Probes Cmptr TC $280.31
88130 |Sex Chromatin Identification $8.64
88140 |Sex Chromatin Identification $7.10
88141 |Cytopath C/V Interpret $18.23
88142 |Cytopath C/V Thin Layer $22.96
88143 |Cytopath C/V Thin Layer Redo $22.96
88147 |Cytopath C/V Automated $12.29
88148 |Cytopath C/V Auto Rescreen $12.29
88155 |Cytopath C/V Index Add-On $6.57
88160 |Cytopath Smear Other Source $40.41
88160 |Cytopath Smear Other Source 26 $15.06
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88160 |Cytopath Smear Other Source TC $25.36
88161 |Cytopath Smear Other Source $36.25
88161 |Cytopath Smear Other Source 26 $14.46
88161 |Cytopath Smear Other Source TC $21.79
88162 |Cytopath Smear Other Source $58.44
88162 |Cytopath Smear Other Source 26 $22.78
88162 |Cytopath Smear Other Source TC $35.66
88164 |Cytopath Ths C/V Manual $11.61
88165 |Cytopath Tbhs C/V Redo $11.61
88166 |Cytopath Tbhs C/V Auto Redo $11.61
88167 |Cytopath Tbhs C/V Select $11.61
88172 |Cytp Dx Eval Fna 1st Ea Site $32.09
88172 |Cytp Dx Eval Fna 1st Ea Site 26 $21.00
88172 |Cytp Dx Eval Fna 1st Ea Site TC $11.09
88173 |Cytopath Eval Fna Report $85.98
88173 |Cytopath Eval Fna Report 26 $41.01
88173 |Cytopath Eval Fna Report TC $44.97
88174 |Cytopath C/V Auto In Fluid $23.74
88175 |Cytopath C/V Auto Fluid Redo $29.27
88177 |Cytp Fna Eval Ea Addl $17.04
88177 |Cytp Fna Eval Ea Addl 26 $12.88
88177 |Cytp Fna Eval Ea Addl TC $4.16
88182 |Cell Marker Study $62.60
88182 |Cell Marker Study 26 $20.80
88182 |Cell Marker Study TC $41.80
88184 |Flowcytometry/ Tc 1 Marker $42.20
88185 |Flowcytometry/Tc Add-On $25.75
88187 |Flowcytometry/Read 2-8 $40.41
88188 |Flowcytometry/Read 9-15 $51.51
88189 |Flowcytometry/Read 16 & > $63.19
88199 |Cytopathology Procedure M
88199 |Cytopathology Procedure 26 M
88199 |Cytopathology Procedure TC M
88230 |Tissue Culture Lymphocyte $121.10
88233 |Tissue Culture Skin/Biopsy $121.10
88235 |Tissue Culture Placenta $121.10
88237 |Tissue Culture Bone Marrow $121.10
88239 |Tissue Culture Tumor $121.10
88240 |Cell Cryopreserve/Storage $9.10
88241 |Frozen Cell Preparation $9.10
88245 |Chromosome Analysis 20-25 $87.32
88248 |Chromosome Analysis 50-100 $121.10
88249 |Chromosome Analysis 100 $121.10
88261 |Chromosome Analysis 5 $194.15
88262 |Chromosome Analysis 15-20 $136.93
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88263 |Chromosome Analysis 45 $145.53
88264 |Chromosome Analysis 20-25 $136.93
88267 |Chromosome Analys Placenta $165.99
88269 |Chromosome Analys Amniotic $145.53
88271 |Cytogenetics Dna Probe $16.07
88272 |Cytogenetics 3-5 $28.14
88273 |Cytogenetics 10-30 $35.68
88274 |Cytogenetics 25-99 $38.66
88275 |Cytogenetics 100-300 $44.60
88280 |Chromosome Karyotype Study $25.70
88283 |Chromosome Banding Study $64.97
88285 |Chromosome Count Additional $20.86
88289 |Chromosome Study Additional $37.83
88291 |Cyto/Molecular Report $17.83
88299 |Cytogenetic Study M
88300 |Surgical Path Gross $8.52
88300 |Surgical Path Gross 26 $2.58
88300 |Surgical Path Gross TC $5.94
88302 |Tissue Exam By Pathologist $18.23
88302 |Tissue Exam By Pathologist 26 $4.16
88302 |Tissue Exam By Pathologist TC $14.07
88304 |Tissue Exam By Pathologist $25.55
88304 |Tissue Exam By Pathologist 26 $6.54
88304 [Tissue Exam By Pathologist TC $19.02
88305 [Tissue Exam By Pathologist $41.01
88305 [Tissue Exam By Pathologist 26 $21.99
88305 [Tissue Exam By Pathologist TC $19.02
88307 |Tissue Exam By Pathologist $172.74
88307 |Tissue Exam By Pathologist 26 $48.34
88307 |Tissue Exam By Pathologist TC $124.41
88309 [Tissue Exam By Pathologist $262.28
88309 [Tissue Exam By Pathologist 26 $85.58
88309 [Tissue Exam By Pathologist TC $176.71
88311 [|Decalcify Tissue $12.08
88311 |Decalcify Tissue 26 $7.33
88311 |Decalcify Tissue TC $4.75
88312 |Special Stains Group 1 $54.68
88312 |Special Stains Group 1 26 $15.65
88312 |Special Stains Group 1 TC $39.03
88313 |Special Stains Group 2 $38.23
88313 |Special Stains Group 2 26 $6.93
88313 |Special Stains Group 2 TC $31.30
88314 |Histochemical Stains Add-On $42.99
88314 |Histochemical Stains Add-On 26 $12.88
88314 |Histochemical Stains Add-On TC $30.11
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88319 |Enzyme Histochemistry $49.72
88319 |Enzyme Histochemistry 26 $15.65
88319 |Enzyme Histochemistry TC $34.07
88321 [|Microslide Consultation $57.25
88323 [|Microslide Consultation $77.85
88323 [|Microslide Consultation 26 $49.72
88323 |Microslide Consultation TC $28.13
88325 |Comprehensive Review Of Data $96.67
88329 |Path Consult Introp $28.33
88331 |Path Consult Intraop 1 Bloc $53.69
88331 |Path Consult Intraop 1 Bloc 26 $36.25
88331 |Path Consult Intraop 1 Bloc TC $17.43
88332 |Path Consult Intraop Addl $28.33
88332 |Path Consult Intraop Addl 26 $17.83
88332 |Path Consult Intraop Addl TC $10.50
88333 |Intraop Cyto Path Consult 1 $56.26
88333 |Intraop Cyto Path Consult 1 26 $36.45
88333 |Intraop Cyto Path Consult 1 TC $19.81
88334 |Intraop Cyto Path Consult 2 $34.67
88334 |Intraop Cyto Path Consult 2 26 $22.39
88334 |Intraop Cyto Path Consult 2 TC $12.28
88341 |Immunohisto Antb Addl Slide $49.92
88341 |Immunohisto Antb Addl Slide 26 $15.45
88341 |Immunohisto Antb Addl Slide TC $34.47
88342 |Immunohisto Antb 1st Stain $59.43
88342 |Immunohisto Antb 1st Stain 26 $20.60
88342 |Immunohisto Antb 1st Stain TC $38.83
88344 |Immunohisto Antibody Slide $96.28
88344 |Immunohisto Antibody Slide 26 $22.58
88344 |Immunohisto Antibody Slide TC $73.69
88346 |Immunofluor Antb 1st Stain $51.90
88346 |Immunofluor Antb 1st Stain 26 $21.20
88346 |Immunofluor Antb 1st Stain TC $30.71
88348 |Electron Microscopy $192.95
88348 |Electron Microscopy 26 $43.78
88348 |Electron Microscopy TC $149.17
88350 |Immunofluor Antb Addl Stain $40.02
88350 |Immunofluor Antb Addl Stain 26 $15.85
88350 |Immunofluor Antb Addl Stain TC $24.17
88355 |Analysis Skeletal Muscle $87.56
88355 |Analysis Skeletal Muscle 26 $46.55
88355 |Analysis Skeletal Muscle TC $41.01
88356 |Analysis Nerve $114.50
88356 |Analysis Nerve 26 $68.34
88356 |Analysis Nerve TC $46.16
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88358 |Analysis Tumor $47.54
88358 |Analysis Tumor 26 $25.55
88358 |Analysis Tumor TC $21.99
88360 |Tumor Immunohistochem/Manual $67.35
88360 |Tumor Immunohistochem/Manual 26 $31.30
88360 |Tumor Immunohistochem/Manual TC $36.05
88361 |Tumor Immunohistochem/Comput $82.81
88361 |Tumor Immunohistochem/Comput 26 $33.68
88361 |Tumor Immunohistochem/Comput TC $49.13
88363 |Xm Archive Tissue Molec Anal $12.88
88364 |Insitu Hybridization (Fish) $74.88
88364 |Insitu Hybridization (Fish) 26 $19.41
88364 |Insitu Hybridization (Fish) TC $55.47
88365 |Insitu Hybridization (Fish) $98.65
88365 |Insitu Hybridization (Fish) 26 $25.36
88365 |Insitu Hybridization (Fish) TC $73.30
88366 |Insitu Hybridization (Fish) $145.60
88366 |Insitu Hybridization (Fish) 26 $35.86
88366 |Insitu Hybridization (Fish) TC $109.75
88367 |Insitu Hybridization Auto $59.23
88367 |Insitu Hybridization Auto 26 $19.81
88367 |Insitu Hybridization Auto TC $39.42
88368 |Insitu Hybridization Manual $63.39
88368 |Insitu Hybridization Manual 26 $22.78
88368 |Insitu Hybridization Manual TC $40.61
88369 |M/Phmtrc Alysishquant/Semiq $60.02
88369 |M/Phmtrc Alysishquant/Semiq 26 $17.63
88369 |M/Phmtrc Alysishquant/Semiq TC $42.39
88371 |Protein Western Blot Tissue $19.10
88371 |Protein Western Blot Tissue 26 $10.30
88373 |M/Phmtrc Alys Ishquant/Semiq $41.60
88373 |M/Phmtrc Alys Ishquant/Semiq 26 $11.89
88373 |M/Phmtrc Alys Ishquant/Semiq TC $29.72
88374 |M/Phmtrc Alys Ishquant/Semiq $191.36
88374 |M/Phmtrc Alys Ishquant/Semiq 26 $25.55
88374 |M/Phmtrc Alys Ishquant/Semiq TC $165.81
88375 |Optical Endomicroscpy Interp $27.73
88377 |M/Phmtrc Alys Ishquant/Semiq $228.01
88377 |M/Phmtrc Alys Ishquant/Semiq 26 $36.85
88377 |M/Phmtrc Alys Ishquant/Semiq TC $191.17
88380 [|Microdissection Laser $80.63
88380 [|Microdissection Laser 26 $32.49
88380 [|Microdissection Laser TC $48.14
88381 [|Microdissection Manual $65.37
88381 [|Microdissection Manual 26 $14.26
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88381 [|Microdissection Manual TC $51.11
88387 |Tiss Exam Molecular Study $23.57
88387 |Tiss Exam Molecular Study 26 $18.42
88387 |Tiss Exam Molecular Study TC $5.15
88388 |Tiss Ex Molecul Study Add-On $19.41
88388 |Tiss Ex Molecul Study Add-On 26 $13.87
88388 |Tiss Ex Molecul Study Add-On TC $5.55
88399 |Surgical Pathology Procedure M
88399 |Surgical Pathology Procedure 26 M
88399 |Surgical Pathology Procedure TC M
88720 |Bilirubin Total Transcut $6.08
88738 |Hgb Quant Transcutaneous $5.95
88740 |Transcutaneous Carboxyhb $6.08
88741 |Transcutaneous Methb $6.08
88749 |In Vivo Lab Service M
89049 |Chct For Mal Hyperthermia $146.00
89050 |Body Fluid Cell Count $1.82
89051 |Body Fluid Cell Count $4.31
89055 |Leukocyte Assessment Fecal $4.73
89060 |Exam Synovial Fluid Crystals $3.56
89060 |Exam Synovial Fluid Crystals 26 $10.30
89125 |Specimen Fat Stain $2.50
89190 [Nasal Smear For Eosinophils $2.36
89220 |Sputum Specimen Collection $9.11
89230 |Collect Sweat For Test $2.97
89240 |Pathology Lab Procedure M
89300 |Semen Analysis W/Huhner $4.31
89310 |Semen Analysis W/Count $6.36
89320 |Semen Anal Vol/Count/Mot $10.69
89321 |Semen Anal Sperm Detection $13.23
89322 |Semen Anal Strict Criteria $17.92
89331 |Retrograde Ejaculation Anal $21.65
G0027 |Semen Analysis $7.02
G0103 |Psa Screening $19.42
G0306 |Cbc/Diffwbc W/O Platelet $8.62
G0307 |Cbc Without Platelet $5.17
G0328* |Fecal Blood Scrn Immunoassay $17.97
G0432 |Eia Hiv-1/Hiv-2 Screen $15.48
G0433 |Elisa Hiv-1/Hiv-2 Screen $15.48
G0435 |Oral Hiv-1/Hiv-2 Screen $13.97
G0464* |Colorec Ca Scr, Sto Bas Dna $407.98
G0472 |Hep C Screen High Risk/Other $10.24
G0477 |Drug Test Presump Optical $7.42
G0478 |Drug Test Presump Opt Inst $9.89
G0479 |Drug Test Presump Not Opt $39.56
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G0480 |Drug Test Def 1-7 Classes $42.30
G0481 |Drug Test Def 8-14 Classes $65.07
G0482 |Drug Test Def 15-21 Classes $87.84
G0483 |Drug Test Def 22+ Classes $113.87

*Covered benefit for HMP only: 81528, G0328, G0464
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